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EDITOR’S NOTE 


1981 has been designated by the United Nations 
as the International Year of Disabled Persons. 
This issue of CONTACT and the following one 
are intended as a small contribution towards 
increasing the understanding of the nature, the 
causes, the dimensions and the different mani- 
festations of the problem of disability in the 
world today, as well as of what is presently 
being done, and can be done, about it. 


The first of the articles we have chosen to pre- 
sent this topic is a brief statement of how 
CMC views the problem. This is followed by an 
article by Norman Acton, Secretary General of 
Rehabilitation International, on “Disability and 
the Developing World”. This is recognized to be 
one of the clearest assessments of the prob- 
lems of disability in developing countries, and it 


is reproduced with our thanks for the per- 
mission to use it. The third article in this issue is 
a personal statement on disability by a person 
who has a significant physical disability himself. 


The next issue of CONTACT will attempt to 
take up further facets of this topic. It will carry 
contributions from other people with particular 
expertise or insights into the problems and will 
conclude with a full account of the programme 
which has been undertaken by the World 
Council of Churches for the International Year 
of Disabled Persons. Information on documen- 
tation, guidance and assistance to churches, 
congregations and other groups working with 
disabled people will also be given in the April 
issue of CONTACT. 
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THE INTERNATIONAL YEAR OF DISABLED PERSONS 


by Stuart J. Kingma 


The United Nations’ Organizations have desig- 
nated 1981 as the International Year of Disabled 
Persons. Individuals and organizations around 
the world are mobilizing to respond to this ini- 
tiative on behalf of those 500 million members 
of the human family who, every day, carry with 
them some form of impairment or disability. 
The changes we are all looking for are funda- 
mental, pervasive and far-reaching. The ac- 
complishment of these changes will require a 
solid commitment on the part of everyone. All 
of us need to begin by understanding much 
more clearly what the nature of physical and 
mental impairment really is, what the full range 
of effects these impairments have upon the 
lives of those who have disabilities, and what is 
needed to permit disabled people to participate 
fully in their own lives and within family and 
society. 


All of this needs to begin with an educational 
process, and this issue of CONTACT is one 
small contribution to increasing our under- 
standing of the problems. Architectural change 
is another part of the process, to permit people 
with disabilities to have free access to buildings 
and services. The prevention and treatment of 
impairment require much greater emphasis 
within all of our programmes, and particularly 
those related to the healing professions. Re- 
habilitation is another critical activity which will 
demand a new and creative approach if its ser- 
vices are to be made available to all of those 
who could benefit from it. 


It may be helpful to begin with a few definitions. 
The following formulation is taken from a 


recent document of the World Health Organi- 
zation (WHO) International Classification of 
Impairments, Disabilities, and Handicaps 
(1980): 


1. Impairment In the context of health ex- 
perience, an impairment is any loss or abnor- 
mality of psychological, physiological or 
anatomical structure or function. An impair- 
ment may be temporary or permanent, and it 
includes the existence or occurrence of an 
anomaly, defect or loss in a limb, organ, 
tissue, or other structure of the body, or a 
defect in a functional system or mechanism 
of the body, including the systems of mental 
function. An impairment may cause func- 
tional limitations which are the partial or 
total inability to perform those activities 
usually carried out by the organ or systems 
affected. In principle, impairments represent 
disturbances at the organ or system level. 


2. Disability In the context of health experi- 
ence, a disability is any restriction or lack 
(resulting from an impairment) of ability to 
perform an activity in the manner or within 
the range considered normal for a human 
being. This is concerned with compound or 
integrated activities expected of the person 
or of the body as a whole, such as are rep- 
resented by tasks, skills and behaviours. Dis- 
abilities thus represent disturbances at the 
level of the person. In this connection, it is 
preferable to say that someone has a disab- 
ility, a statement which preserves neutrality 
and implies that person’s potential still being 
possible. To say that someone /s disabled 
risks describing the individual with a more 
pervasive concept and stigma. 


3. Handicap In the context of health experi- 
ence, a handicap is a disadvantage for a 
given individual, resulting from an impair- 
ment or a disability, that limits or prevents 
the fulfilment of a role that is normal 
(depending on age, sex, and social and cul- 
tural factors) for that individual. A handicap 
is thus a social phenomenon, representing 
the social and environmental consequences 


\ 


for the individual, stemming from the pres- 
ence of impairments and disabilities. 


The ideas and concepts just described can 
be linked in the following manner: 


DISEASE or 
DISORDER —————-» IMPAIRMENT ———————® DISABILITY t————» HANDICAP 


(intrinsic situation) (exteriorized) 


estimated number of disabled people, by 
cause, in the world. 


Interventions aimed at reducing the occurrence 
of disability or at diminishing its impact fall 


(objectified) (socialised) 


Many factors play important roles in the origin 
of an impairment and its resulting functional 
limitation and disability. These causative factors 
include specific medical causes related to the 
individual, environmental factors, attitudes and 
other sociocultural determinants and social 
demands. Table 1 is an estimate provided by 
the WHO of the causes of disability and the 


Table 1.* Causes of disability and estimated 


number of disabled people in the world 


Estimated disabled people 


iaditalmacise (world population 


4000 million) 
Millions % 

Congenital disturbances: 

Mentalretardation’. . . . 40 aed 

Somatic hereditary defects. 40 hid 

Non-genetic disorders . . . 20 39 
Communicable diseases: 

Poliomyelitis . . . . . . 1.5 0.3 

TLrachong «gag ee ee 10 1.9 

CODTOSY: Sack ne alee ae ie 0.7 

Ofiendcerciasis (2 acl. ace 1 0.2 

Other communicable diseases 40 oe 
Non-communicable 

somatic disease . . . . . 100 19.3 
Functional psychiatric 

disturbance «: as ‘aelaviven ae fs 40 7.7 
Chronic alcoholism and 

drug abuses*’ i.) gid. Teese 40 rey 
Trauma/injury: 

Traffic accidents’. 7" 2" 7. 30 5.8 

Occupational accidents. . . 15 2.9 

Homeaccidents. ... . 30 5.8 

Otters sr cre) es ee eae 3 0.6 
MiaInUtrition’ =< | [5s se eke ee 19.3 
Other’ ep ete ee ee 2 0.4 

Total: 516 100.0 

Correction for possible double 

accounting ( — 25%) » — 129 

Total: 387 


'Not all of these are congenital cases. 


*From “Disability prevention and rehabilitation”, Reports on 
Technical Matters, Twenty-ninth World Health Assemby 
Document A29/INF.DOC/1, WHO, Geneva, 28 April 1976. 


2 


into two main categories which can be termed 
“disability prevention” and “rehabilitation”. 
The prevention of disability includes a 
variety of activities including those which act 
upon the individual directly (treatment, coun- 
selling, prosthetics, medical care, training, 
etc.), those which act upon the individual’s 
immediate surroundings (family, community, 
employer attitudes and behaviour towards the 
individual, etc.) and those with the broad aim 
of reducing risks occurring in society as a 
whole. Rehabilitation is usually defined as | 
the third phase in medicine (prevention being 
the first and curative care the second), and 
this term is used to define such interventions 
as in general aim at providing treatment and 
services to patients who are already disabled 
or at great risk of disablement because of an 
existing functional limitation. It is “the com- 
bined and coordinated use of medical, social, 
educational and vocational measures for train- 
ing or retraining the individual to the highest 
possible level of functional ability.” 


An analysis of the current situation allows us to 
make certain statements about future trends in 
the magnitude and characteristics of the dis- 
ability problem. Again, | draw heavily on WHO 
for this analysis. 


1. Efforts to control communicable diseases are 
a continuing commitment of governments 
and non-governmental agencies, and if there 
is a future decrease in morbidity from these 
diseases, certain types of disabilities will be 
reduced. On the other hand, greater survival 
through improved medical care for disabling 
illnesses may contribute to an increase in 
certain types of disability. 


2. The world food situation is a matter of conti- 
nuing concern, and present trends show a 
steady increase in the problem of malnu- 
trition. This will lead to an increase in the 
number of persons disabled as a result of the 
immediate and long-term effects of under- 
nutrition. 


3. The changing age composition in the world 


and extending life expectancy in many 
countries will certainly contribute to changes 
in the characteristics of the disability prob- 
lem. 


4. Increased urbanization and industrialization 
also contribute to increasing disability prob- 
lems. The factors here are multiple and com- 
plex, but certainly include road and industrial 
accidents as well as the psychosocial pres- 
sures of urbanization. 


by Nick Short, UK. (IYDP 1981 Press Kit) 


Some 30 million people in the world today suffer 
from an impairment which is the result of a road 
accident. 


The problem faced by developing countries is 
particularly great. This is true not only because 
the number of people with significant disabil- 
ities is undoubtedly larger in these countries 
compared to the total population, but also 
because of the limited resources which these 
countries have at their disposal to respond to 
the needs of disabled persons. A brief example 
will serve to illustrate this point. Botswana is a 
country of relatively low population in southern 
Africa and it is among the countries referred to 
by the United Nations as one of the least devel- 
oped countries. The current population is esti- 
mated to be around 700,000. A study was 
recently made of the needs of disabled people 
in Botswana for the purposes of planning for 
an expanded service of rehabilitation in the 
country.* This study began with the basic 
assumption that, within any population, 10% 
of the people have medical, social and econ- 
omic problems related to disability. At least one 
in ten of these, or some 7000 people, would be 
in immediate need and can benefit from re- 
habilitation services. At that time, the country 
had very little organized rehabilitation actually 


* Helander, E.: Personal communication. 


functioning. Institutions run by non-govern- 
mental organizations had a combined capacity 
of about 60 persons and could admit about 
20 new people with disabilities per year. There 
was a clear need to further extend services to 
reach more of the population in need. 


The first option open to the planners would be 
to provide more specialized rehabilitation insti- 
tutions of the type already established, insti- 
tutions which would be considered the conven- 
tional response. For this option, capital costs 
would obviously be very high, and the need for 
professionals to run these services would 
demand between 700 and 1000 highly trained 
people (expatriates would undoubtedly be 
required to fulfil this need for a long time until 
nationals could be trained). However, in addition 
to these facts, it was conservatively estimated 
that the running costs for this conventional re- 
sponse, if the needs of these 7000 people 
would be met, would amount to twice the total 
annual budget for the Ministry of Health. 
Obviously, some new and creative thinking 
was needed for Botswana as it is needed for 
other countries as well. One option suggested 
by this study is that of community-based re- 
habilitation; this requires no institutions except 
for a few referral stations which would be 
developed later in response to community 
needs. The total professional staff required is 
less than 20, and the annual running costs 
would be equivalent to about 2% of the national 
health budget. In this approach, basic rehabili- 
tation would be carried out in the community 
itself and usually within the home of the dis- 
abled person. This would consist of simple 
therapy, the provision of simple technical aids 
made locally, teaching in order to restore the 
capacity to participate in the activities of daily 
living, the provision of work situations appro- 
priate to the specific disability and other social 
measures. This effort has taken into consider- 
ation the fact that the effectiveness of conven- 
tional institutions is seriously questioned now 
because they so often run counter to the 
objective of keeping disabled people within the 
mainstream of life. The rehabilitation itself is 
entrusted to primary health care workers and 
other community members including family 
members. Government and non-governmental 
organizations are all drawn into the total effort. 
This is the kind of creative thinking and plan- 
ning which will be demanded of all of us during 
this year and for the years to come. 


Perhaps one other illustration will serve to rein- 
force this point. Southern Asia is known to 
carry a heavy burden of eye problems and has a 
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Training the Disabled in the Community, WHO, 1980, (see p. 19 in this issue of CONTACT for details). 


Community-based Rehabilitation. 
a. Provision of simple technical aids. 


high incidence of blindness. It is estimated that 
of the 15 million blind people in the: world, 
5.8 million are in India alone. About 30% of 
these blind people are believed to lose their 
eyesight from preventable childhood illnesses. 
Another very large percentage are from other 
diseases which are either preventable or can be 
treated at an early enough stage to prevent the 
loss of eyesight. In the South India State of 
Kerala, a project has been under way for some 
2'/2 years under the joint auspices of the 
Christoffel-Blindenmission of the Federal 
Republic of Germany and the MGDM Hospital 
in Kangazha. This “Preservation of Eyesight 
Project’’* has concentrated on the prevention of 
blindness through measures taken at the village 
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level, using specifically trained village health 
workers. The training programme _ utilized 
volunteers selected by their own communities, 
and the training lasted eight weeks. In addition 
to a supervisory level of worker, a referral sys- 
tem was utilized for support from the base hos- 
pital. The activities at the village concentrated 
on the prevention of vitamin A deficiency, 
nutritional programmes to prevent protein- 
calorie malnutrition, the prevention of child- 
hood diseases through immunization, the early 
detection and treatment of eye~ diseases, 


* Joseph, M.V.: “Preservation of Eyesight Project: and Exper- 


iment in Prevention of Blindness at Community Level” (un- 
published manuscript dated August 1980). 


Community-based Rehabilitation. 


b] 


b. Teaching which will restore the capacity to participate in the activities of daily living. 


screening for the detection of cataract, glau- 
coma, diabetes and hypertension, a school 
programme to screen the vision and treat re- 
fracted errors in the children, and the rehabili- 
tation of blind people through vocational train- 
ing. The results have shown a remarkable 
reduction in many of the most serious eye- 
threatening problems and a new awareness of 
both the value of prevention and the possi- 
bilities for severely disabled people to reenter 
the mainstream of life through training. 


A similar project in the neighbouring Indian 
State of Tamil Nadu* also makes use of the 


* Jaekle, R.: “Rehabilitation of Blind Persons in Rural India’, 
Journal of Visual Impairment and Blindness, June 1977, 
pp. 241-347. 


village-level field worker for the purposes of 
screening for eye problems, training blind 
people in the activities of daily living, vocational 
training and follow-up. An extensive experience 
has been developed in this project in the train- 
ing of these disabled people in many specific 
activities to enable them to become fully inde- 
pendent in and around their own villages. 


The World Health Organization itself is under- 
taking a programme of prevention in the Hima- 
layan state of Nepal where, among its 12 million 
people, '/4 of a million are known to be blind. 
Ninety percent of the blindness identified in a 
survey carried out two years ago was found to 
be either preventable or curable. The aim of 
this programme is to focus on the preventive 
efforts that can be carried out within the com- 


5 


Christoffel-Blindenmission 


munities to eliminate the huge burden of avoid- 
able blindness in that country. The bulk of 
the work will be carried out by village health 
workers, and a health education campaign has 
been launched for the population in five priority 
areas. Drugs and basic instruments will be 
made available to all district and health post 
centres, and an ophthalmic eye unit will begin 
to function in the very near future. 


DISABILITY AND THE DEVELOPING WORLD 


by Norman Acton* 


Presented to Brookings Symposium on Disability and the Developing World, Washington, DC, USA, September 1979. 
Reproduced here with permission. 


A survey conducted by Rehabilitation Inter- 
national in 1968 produced the now familiar 
estimates that there were some 450 million 
people in the world with significant disab- 
ilities, and that the number was increasing 
by approximately three million per year. 
Subsequent calculations by other institutions, 
including the World Health Organization, sub- 
stantiate that the total is probably in the range 
of the original estimate. If the increase has 
been at the rate we estimated in 1969, then the 
w total today is nearly 500 million. We can 
ds assume, knowing there are variations because 
of epidemics, famines, wars and other disas- 
ters, that at least ten per cent of any popu- 
lation is likely to have been born with or to 
have acquired a physical, sensory or men- 
tal disability of sufficient impact to prevent 
their functioning as fully as persons of 


UNICEF photo by Rosler 


their age and sex are expected to do in 
their societies. 


Our information about the situation in the 
developing areas is, of course, the least accu- 
rate. It is probable that the incidence is higher. 
While progress in the more advanced areas has 
reduced the amount of impairment caused by 
diseases such as poliomyelitis and trachoma, 
by malnutrition and by faulty prenatal care, it 
has provided equivalent increases through the 
automobile, industrialization, pollution, in- 
creased longevity, diets laden with sugars and 
fats and other blessings. Nevertheless, it is 
probable that the conditions in the less de- 
veloped areas— malnutrition, poor sanitation, 
endemic and epidemic crippling diseases, faulty 


*Norman Acton is Secretary General of Rehabilitation Inter- 
national, a non-governmental federation of organizations 
carring out programmes for disability prevention and rehabili- 
tation, in official relation with UNESCO, ILO, WHO, UNICEF 
and other UN organizations. Its activities include an inter- 
national information service, organizing conferences and 
seminars, technical assistance and the publication of 7he 
International Rehabilitation Review, in which this article 
appeared. Rehabilitation International offices are situated at 

WHO photo by L. Soenssen 122 East 23rd Street, New York, NY 10010, USA. 


practices surrounding birth, inadequate treat- 
ment of infection—are producing even larger 
proportions of disability than we are able to 
claim in the industrialized countries. 


This means that we find in developing countries 
at least 300 million, and probably more, people 
with disabilities. These are the places where we 
find the world’s least advantaged people — those 
for whom poverty, hunger, ignorance, disease, 
misery and hopelessness are the only con- 
ditions of life. Most of these people live either 
in one of some two million rural villages where 
the population ekes out a traditional existence 
with little or no benefit from the resources and 
capabilities of modern society, or they live in 
one of the vast and squalid slums which are 
growing and festering in and around many 
major metropolises. 


For the most part, the people of these hungry 
villages and these suffering slums are without 
access to or knowledge of the most basic 
health and social services, without primary 
education and without opportunities for vo- 
cational preparation. Food is not available to 
meet minimal nutrition needs; the most elemen- 
tary requirements of sanitation are neither 
known nor practised. Exposure to all of the 
main causes of impairment— malnutrition of 
mothers and children, birth defects, diseases 
and accidents —is universal, and none of the 
knowledge, skill or resources needed to assist 
those who are impaired is effectively present. 


Even when rehabilitation programmes are in 
operation, as they are in many cities in the de- 
veloping countries, their services do not reach 
these people — the residents of the rural areas 
and the urban slums. Distances to be travelled 
and the costs of transportation, the costs of 
rehabilitation and related care, traditions, social 
and cultural barriers are all obstacles. Even if 
they were not, the basic fact is that whatever 
services exist are incapable of dealing with 
more than a few of the people with disabilities. 


Thanks to a study of the situation of handi- 
capped children being carried out by Rehabili- 
tation International with assistance from the 
United Nations Children’s Fund—UNICEF—, 
we have in recent months had the opportunity 
of observing the lives of children with disabili- 
ties in these villages and slums in Bangladesh 
and Mexico, the Philippines and Jamaica, 
Kenya and India and Saudi Arabia and Brazil. 
These experiences have more than verified our 
estimates as to the prevalence of impairment, 
they have demonstrated the almost universal 


8 


absence of relevant services for these people, 
and they have forced us again to feel and taste 
and smell the degradation of human life which 
is its only promise for these millions of people. 


Thanks to these and other observations of the 
situation in the developing areas, | am able to 
offer some generalizations that | am certain are 
valid for the great majority of the people living 
in such areas. 


The first has to do with the dreadful impli- 
cations of the combination of disability 
and poverty. Either one may cause the other, 
and their presence in combination has a 
tremendous capacity to destroy the lives of 
people with impairments and to impose on 
families burdens that are too crushing to bear. 


We have not come to grips with the interactions 
between these two forces — the frequency with 
which untreated impairment starts or acceler- 
ates the collapse of a family’s already fragile 
economic base, the degree to which social and 
economic deprivation are fundamental causes 
of impairment, and of the escalation of impair- 
ment into permanent disability. We do not yet 
think of services to prevent impairment and to 
rehabilitate disabled persons as being basic 
components of economic and social develop- 
ment because we have not yet faced the evi- 
dence to be found out there in the villages and 
barrios and favelas that they are. 


Second, we are finding that, when pro- 
grammes to assist in the development of 
the community reach it, the benefits go 
last and least to those families that are 
burdened with both poverty and disability. 
This is a consequence of many factors within 
the family, the society and the fragility of 
human compassion, but in the end it is usually 
because the family with a disabled member 
has been to some degree rejected from the 
mainstream of community life and res- 
ources — and there is nothing in the develop- 
ment plan to counteract that social reality. 


Within the family, it is too often the child with 
the impairment who is denied the chance for 
better food, for education, for medical care, for 
social and intellectual stimulation, even when 
these benefits do become available to his or her 
sisters and brothers. 


Third, and directly connected with everything | 
am saying, there is an abysmal lack of accu- 
rate information about disability, its causes 
and consequences, and about what we 


can do about these things; and an equally 
appalling wealth of misinformation, pre- 
judice, superstition and fear. This is a major 
factor in the family’s inadequate reaction to the 
problem when it arises; it is a fundamental rea- 
son for the community’s ostracizing individuals 
and families that are affected with disability; it 
exists in the institutions that might be helping, 
but aren’t— the health centre, ‘the school, the 
religious grouping; it permeates all echelons of 
government from the village chief to the minis- 
ters of health, education, welfare, labour, com- 
munity development, planning and whatever 
else may exist; and it is endemic in the repre- 
sentatives of international and other organi- 
zations who are advising on the procedures and 
priorities of development, and administering 
international assistance. This absence of infor- 
mation and understanding, and the manner in 
which it reinforces the traditional distorted 
concepts of disability which flourish through- 
out the world, does much to conceal the real 
magnitude of the problem and to confuse 
everyone's thinking about the solutions. . 


Fourth, these factors combine to produce 
attitudes and patterns of individual and 
social behaviour that are themselves im- 
portant causes of disability and of handi- 
capped lives in the developing countries —just 
as they are in Washington, DC. As | have said, 
children with even minor impairments often are 
stigmatized as crippled or blind or deaf or 
retarded and shut off from the very support 
and stimulation that would enable them to 
develop and function in society. Adults with 
certain categories of disability, varying with 
traditions and culture, are denied participation 
in the basic forms of social life — the productive 
activities of the community, its institutions of 
government, marriage and parenthood — more 
because of the stigma attached to disability 
than because it practically limits the capacity 
for action. 


These social forces are not unique to the devel- 
oping areas; they are well-known in every part 
of the world. In general, however, people living 
in the least developed areas function in what 
Edward Hall has termed a “high context” social 
situation. The individual’s role in the community 
is much more rigidly defined by the circum- 
stances of the family and its traditional relation- 
ships, and his or her self-image and confidence 
are derived from the capacity to fulfil that role 
in the social context in which it has been 
evolved. Thus when, because of the functional 
limitations associated with an impairment or 
because of the stigmatization of the disabled 


Training the Disabled in the Community, WHO, 1980, (see p. 19 in this issue of CONTACT for 
details). 


Taking part in the life of the family and the com- 
munity. 


person, he or she is not permitted to grow into 
and fulfil the traditional role, the individual is 
very likely to become a non-person, an outcast 
without value to self, to the family or to the 
community. The importance of this factor must 
not be overlooked when planning interventions 
into the situation — but it usually is. 


Fifth, at least 90 per cent and probably 
more of whatever rehabilitation services 
exist in the developing areas have been 
designed and activated on the basis of 
models found in the industrialized West, 
and have been assisted and staffed by people 
trained in those models. This international 
cooperation and assistance has taken place 
almost entirely in the past 30 years. It has pro- 
duced some islands of excellence — centres, 
schools and programmes that are performing 
as well as the models from which they have 
been derived — and workers of great dedication 
and skill. Two crucial problems remain. First, 
the totality of the existing services reach at best 
a few thousand people in the areas where we 
estimate there are at least 300 million with dis- 
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abilities and an additional two million each 
year. And second, we may question whether 
the concepts of rehabilitation services which 
have evolved in the industrialized West are 
necessarily appropriate for areas with quite 
different economic and social situations. 


| believe that, in order to help our friends in the 
developing areas to design and activate ser- 
vices that will have some hope of reaching a 
more significant proportion of their disabled 
people, and to do it in a way that will improve 
the lives of the people concerned according to 
their values, not ours, we need to do some new 
thinking. It may be useful first to review some 
of the main characteristics of the models we 
have been exporting. If they have been faulty, 
| do not think we must necessarily have 
great pangs of guilt. After all, during the past 
30 years, we ourselves have been learning 
what disability and rehabilitation are all about; 
and today, we are still struggling to overcome 
traditions and prejudices that continue to limit 
the effectiveness of our services and to offend 
the rights of people with disabilities. We have 
been exporting what we thought was best, and 
we are just beginning to understand how much 
the concepts we have been using have con- 
cealed from us, as well as from the people in 
developing areas, the greater potentials for 
more useful action that exist. 


The rehabilitation model which has domi- 
nated the scene both in the industrialized 
West and in our international assistance 
activity has three working parts: fancy 
buildings, elaborate equipment and highly 
specialized professional personnel. We 
have evolved standards for each of these com- 
ponents in the most sophisticated setting with 
unlimited research and development funds, 
and have cloaked these standards in an aura so 
sacred that our friends in the developing world 
are led to believe that anything different is 
unacceptable, and that what is being done in 
Zurich or Copenhagen or Houston is, by divine 
mandate, appropriate for Kaduna, Semarang 
and Caruaru. 


Our emphasis has been on services that 
the professional will give to the disabled 
person and, to a lesser extent, to the fam- 
ily. Initially, because the fashions of our epoch 
have led us to believe that we can solve any- 
thing by an operation, a pill, a pad, an exercise, 
a diet, or huddling together in either hot or cold 
water, we have projected rehabilitation as an 
essentially medical exercise, and it is easy to find 
physicians who today insist that the medical 
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specialist must be the dominant figure in the 
rehabilitation team regardless of the nature of 
the problem. Educational and vocational re- 
habilitatton have been close behind and, in the 
cities of the developing areas, the numbers of 
centres specializing in the medical rehabili- 
tation of a few people are followed closely by 
other centres dealing in what is cailed special 
education and vocational training and sheltered 
employment — and what too often appears to 
the skeptical observer to be a replication of the 
custodial facilities that we surround in our 
suburbs with rose bowers, ideal intentions and 
a schedule that assures that neither the profes- 
sionals concerned nor the families will be ex- 
cessively inconvenienced. 


We have said, “Bring your disabled person to 
our magic house, with our charmed equipment 
and our inspired specialists, and we will change 
him or her and send him or her back to you, 
less disabled and better able to cope in your 
community.” But we have also had to say, 
depending on the circumstances, “We can take 
only those of you who can pay our charges, or 
who are within the neighbourhood of the 
magic house, or who can come back three 
times a week for six months, or who have 
transportation, or who are willing to accept our 
definition of your future.” 


it has been our practice, and the burden of 
the example we export, to lift both the 
problem and the person with the problem 
out of the social context in which they 
exist and to attempt to find a solution in a new 
context of our making. We have only slowly 
learned that a person with a disability is also a 
person with a lot of other things: with a family, 
with traditions, with customs, with tastes and 
appetites, with fears and apprehensions, with 
pride and ambitions, and with a culture through 
which these elements are integrated. Whether 
we have brought people from South America 
to New York for rehabilitation, or whether we 
have advised the construction of large and 
comprehensive centres in the capital cities of 
South America, the foundation of the thinking 
we have exported has been to remove the indi- 
vidual from everything in his or her life except 
the impairment and to concentrate on that. We 
have, to all practical purposes, ignored the rich 
array of support that is ready to be activated in 
the community, in the family, and in the indi- 
vidual with the impairment. 


Numbers six and seven are ideas that apply to 
all international aid for development, and are 
directly relevant to our concerns. Number six is 


the principle of social magnetism. It says that, 
by and large, when we venture into the devel- 
oping world, we find our greatest empathy 
with the people there who can speak our 
language, who share some of our ideas about 
how society should be organized and with 
whom we feel comfortable. People who meet 
these criteria are of course usually people who, 
for one reason or another, have had a Western 
education and acculturation, who understand 
the conceptual basis on which our human 
assistance programmes are based, and who 
aspire for a similar, albeit inappropriate, set of 
services in their countries. Please understand 
me, some of my dearest friends in the world are 
in the category | have just described, and | fully 
understand the roles they have played in moti- 
vating developing activity; but the hard reality 
is that they do not always comprehend the 
real dimensions of the disability problem as it 
affects all the people of their countries, and 
their reinforcement of our parochial concepts 
does not necessarily mean that they are re- 
levant. Our most important challenge is to 
understand what disability means to the 
person and the family in the village of 
Bangladesh, in the urban slum of Brazil — 
and the people with whom we normally associ- 
ate in those countries cannot usually give us 
the answer. 


Number seven, also applicable to all develop- 
ment activity, is the collapse of the “trickle- 
down” theory. We have assumed that, by 
stimulating and assisting the establish- 
ment of showplace institutions in capital 
cities, we would start a trickling-down 
process that would eventually diffuse 
appropriate levels of service to the smaller 
communities. When we have talked about 
national programmes, we have referred to net- 
works of showplace centres which would trickle 
down. It hasn’t happened, and we should 
now know that it won’t happen unless there is 
a very hard-headed plan, based on the realities 
of both resources and culture, to activate it. 


What can we do to get a better result from the 
resources we expect to put into the improve- 
ment of the life of disabled persons in areas in 
the earlier stages of development? Many of you 
will have many ideas, based on your experi- 
ences and inspirations, and it is the purpose of 
the meeting to extricate those from you and to 
mobilize them into patterns of action. Let me 
suggest some principles that | think you should 
consider. 


| haven't said much about prevention, but this 


should not imply that | do not think it important. 
It is completely obvious that we will never 
effectively reduce the problem of disability 
until we do something intelligent about 
reducing the incidence of impairment. 
Look at the major causes — malnutrition, birth 
defects, diseases and accidents—and at the 
multifaceted action necessary to reduce their 
tragic consequences. Obviously a vast task, 
but one that we cannnot put aside if we want 
to reduce the problem of disability. 


We haven't time to go into all the details which 
are involved in current international discussions 
as to the definitions of impairment, disability 
and handicap but thinking about them does 
clarify our ideas about prevention and about 
the fact that it can be applied at every level. We 
can prevent the impairment by preventing 
the malnutrition, the birth defect, the dis- 
ease or the accident; if it happens, we can 
prevent the permanent disability by effec- 
tive care and treatment; and we can pre- 
vent so many of the real social conse- 
quences, the handicap, by _ intelligent 
social action and public education pro- 
grammes. If you are shopping for an ac- 
tivity that will be efficient in reducing the 
incidence of disability in the developing 
areas, look at one of the many aspects of 
prevention. 


We have made a major mistake in separating 
prevention and rehabilitation. The human ex- 
perience is a progressive development which 
starts before conception, when the character- 
istics of the mating partners may or may not 
produce impairment, and terminates at death 
which too often is the culmination of a pro- 
gressive reduction of capacities, a process 
which in other contexts we call disability. 
Everyone is faced, at the moment his potential 
parents meet, with the prospect of impairment; 
everyone is likely to suffer a diminution of 
Capacity during his or her lifetime and whether 
it will be called a disability depends on the cul- 
ture more than on the incapacity. Our pro- 
grammes, and the programmes we have urged 
upon the developing countries, are not based 
on these realities. They are based on the idea 
that an impairment is a special event, and that 
it requires that the recipient be immediately 
removed from the normal stream of develop- 
ment and performance, and introduced to the 
blessings of our buildings, equipment and pro- 
fessional personnel. 


| would like to suggest that we try to establish, 
and to discuss with our friends in the develop- 
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ing countries, an understanding that the whole 
process is a continuum of prevention, 
rehabilitation and social action. These are 
not separate crusades, they are interlocking 
and interacting components of a system whose 
only purpose is to support the optimum devel- 
opment of each individual's capacity and per- 
sonality. Our planning, and the planning we 
discuss with the developing countries, should 
be an extension of that concept. 


A very important function of our international 
assistance activity is what we might call advo- 
cacy, the model we present and the kind of 
policies we advocate. | said earlier that ignor- 
ance of the problem of disability, of its conse- 
quences and of its solutions is a characteristic 
of most of our colleagues who are advising 
governments about their development plans. 
This is tragically true despite certain heart- 
warming but rare exceptions. And so | would 
say that a high priority must be given to 
convincing everyone who deals in policy 
about these things that disability is an 
important cause and consequence of 
underdevelopment, and that dealing with it 
must be a priority item in any intelligent devel- 
opment plan. Not the least important function 
at this level is that of refining the concepts we 
have been discussing and of giving them a 
practical relevance to the economic and social 
possibilities of the developing countries. 


A next concern Is with what we grandiosely call 
the infrastructure. Because of our involvement 
with the ‘““magic house, the charmed equip- 
ment, and the inspired specialists,” we have 
generally overlooked the potential contribution 
of the people and institutions which, having 
more general objectives, nevertheless can and 
should be helping us. During the UNICEF- 
assisted study | mentioned earlier, Rehabili- 
tation International has talked with a great 
many village health workers, teachers, social 
security agents, political and religious leaders, 
community development motivators and 
others who should be ready to assist in this 
area. The pervasive lack of information | men- 
tioned earlier applies, and also there is an 
absence of understanding and spirit and moti- 
vation that must be corrected if we are to 
change the situation. 


It is probable that one of the most important 
objectives of any international assistance ac- 
tivity to the developing areas should be to 
improve the understanding and the motivation 
of people in the related services — health, edu- 


12 


cation, vocational and welfare — towards their 
clients with disabilities. 


The most important asset for any pro- 
gramme for disability prevention and re- 
habilitation is the family, and in most devel- 
oping areas the ties and functions of the family 
are strong components of the social context of 
the individual. We should give a much higher 
priority to activities that will overcome the 
superstitions and fears of the members of the 
families of disabled persons, instruct them in 
procedures they can follow to prevent disability 
or assist the rehabilitation process, and 
acquaint them with the sources of help that 
may be or become available. Successful 
work at this level, by remaining within the 
existing social framework of the individ- 
ual’s life, can do much to maintain normal 
human development and_ performance 
whether or not the impairment can be 
eliminated or reduced. 


For many years we have talked about the 
potential utility of a “general rehabilitation 
worker’ who would be trained to function at 
the community level and to perform some of 
the activities needed there. Conceptions have 
varied with circumstances, but generally have 
included such functions as early identification 
of the signs of impairment and other case find- 
ing, liaison with community or nearby sources 
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that might be drawn upon, supervising and 
monitoring home treatment, assisting in the 
fabrication or procurement of simple technical 
aids, and other similar tasks. Experiments have 
also taken place to add such primary functions 
to the mission of community development 
activators, health promoters and others already 
working at the community level. 


To my knowledge, we have not yet found a 
fully workable solution in any setting, bearing 
in mind that the definition of the responsibilities 
of this general worker will no doubt be. different 
in different parts of the world. There are of 
course individuals whose motivations, person- 
alities and energies enable them to give the 
kinds of help | have mentioned, but | know of 
no place where such general rehabilitation 
workers are trained and placed in the field on a 
systematic basis. | believe that it is an idea 
which merits further study and testing through 
demonstration projects that could well be sup- 
ported by international assistance. 


It is obvious that there must be, whenever the 
resources permit, a chain of services which will 
provide the specialized care and treatment that 
will be required by some people and will be 
referral sources for those working in the field. It 
certainly should be a function of international 
assistance to train people and to provide equip- 
ment for such services, but this development 
should always be seen as a part of an overall 
national programme for disability prevention 
and rehabilitation. and be linked to the referral 


chain down to the village where most of the 
problems exist. 


All of the objectives | have cited require a 
much more adequate flow of appropriate 
kinds and levels of information. From the 
approaches needed to improve the orientation 
of international planners and ministers of 
health to the most simple instructions prepared 
to assist an illiterate mother in dealing with an 
impaired child, from general guidance for vil- 
lage health workers to suggestions for teachers 
who have exceptional pupils, and particularly 
for people with disabilities, very little of the 
printed and audiovisual material we have is 
appropriate or effective. Experience has been 
gained in achieving these kinds of communi- 
cations in other fields, and must be combined 
with our own experience of the problems we 
are discussing so that we can produce, or stim- 
ulate and support the production of materials 
in the languages or imagery needed and at the 
levels of the target audiences. 


| am aware that | have both over-simplified and 
over-generalized the situation, and that there 
are examples of progress supported by inter- 
national assistance that are more positive than | 
have described. | will continue, however, to 
defend the thesis that the situations | have des- 
cribed are those in which the great majority of 
disabled people in the developing world (and 
indeed in most industrialized societies) are 
living, and that the characteristics | have ascrib- 
ed to most of our efforts to assist them are 
accurate — the evidence is out there to prove it. 

a 


THE DISABLED PERSON AND WE, THE CHURCH 


by John Steensma* 


There is such a tremendous multiplicity of dis- 
abilities in society today and similar conferences 
have made broad statements about the handi- 
capped in the church, so | would like to make 
this a more personal presentation. | hope it will 
help you to understand where the disabled are 
coming from and where we, as a church, are in 
relationship to the disabled. 


| lost my hands at the age of 17 in an electricity 
accident. It’s difficult for you to imagine what it 
means to lose one or both hands. I'd like to 
help you by suggesting that you concentrate 
on your hands. Take a new look at them. ““We 
are fearfully and wonderfully made”, the Scrip- 
tures say. Hands are a miracle of engineering. 
Let me remind you of some of the beautiful 
aspects of hands. 


First, the human arm and hand are tremen- 
dously flexible. When you pick something up, 
your hand automatically adapts to whatever 
size or shape it has. You can put your hand 
behind your back and you can put it out to your 
side. Another aspect of the human hand is its 
power. Each of you has an average power of 
grasp of from 100 to 130 pounds. The lifting 
power of the human hand and arm is amazing. 
If you use both hands, you can lift anywhere 
from 50 to 200 pounds from a dead weight. 
Weight-lifters can manage over 400 pounds. A 
boxer like Mohammed Ali can flatten your face 
with a six inch jab. 


Next, sensation...| think this is one of God’s 
most amazing gifts to human beings—the 
power to feel, to distinguish between hot and 
cold, soft and hard, smooth and rough. | often 
think of this in connection with the leprosy 
patients we have worked with. One effect of 
leprosy is the complete loss of feeling from the 
elbow down. Training these people to use their 
hands is like training someone to use artificial 


*Mr John Steensma is the Head of the Rehabilitation Depart- 
ment of Jackson Memorial Hospital in Miami, Florida. This 
text is the transcript of his talk to participants in a CMC 
regional consultation on The Churches’ Role in Health and 
Wholeness, held in Port-of-Spain, Trinidad, in March 1979. 
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limbs. They have to be sensitive to whatever 
they are touching because their hands can 
become ulcerated very quickly. 


The human hand has the ability to communi- 
cate too. Deaf people communicate with their 
hands; great orators have swayed audiences 
just with their gestures. The ability to com- 
municate is important in our relationships with 
people — touching them, stroking their hair or 
their face, shaking hands with them. Hands 
identify us. In the United States, everyone is 
fingerprinted sometime during their life. It is a 
very distinct identification. So is the way we 
shake hands. We are very conscious of our 
hands. We dress them up—we spend thou- 
sands of dollars on soaps and creams and 
polishes and jewelry. We love our hands. 


What happens if we lose them? One or both 
hands. We lose flexibility. You would not 
believe how many times you flex your wrist. If | 
want to get something out of my pocket, | have 
to think about it first. Your hand adjusts auto- 
matically to whatever you pick up, to its size 
and texture and temperature and weight. 
When | touch something with my eyes closed, | 
do not know what it is. 


If | were to reach out and put my hook on the 
top of my neighbour's head as he sits beside 
me here, | am sure it would shake him up a bit if 
he did not know me. Because it would be the 
cold touch of steel. But because we know each 
other, | would be communicating and this 
would no longer be a steel hook touching him, 
it would be me, John Steensma. | love these 
hooks. | think they are beautiful because they 
do for me what your hands and fingers do for 
you. Without them | would have some real 
problems. It is all in how you look at it; it is all in 
the eye of the beholder. 


Now, imagine that you are involved in a serious 
traffic accident and suffer a spinal cord injury 
which leaves you paralyzed from the neck 
down. You will have to spend the rest of your 
life in a wheelchair. Or you have a massive 


stroke which results in the paralysis of one side 
of your body. There is some possibility of learn- 
ing to walk again with a brace, but the arm 
does not regain its function. Speech is affec- 
ted, either in the expression of words or in their 
reception, or both. The fact is, it is rare for 
people who have had a stroke to return to their 
employment. 


The role of the comprehensive rehabilitation 
centre, such as the one with which my wife 
and | work, is to help restore these people to 
maximum function within the limits of their dis- 
ability. Such a centre considers the whole 
person. At our rehabilitation centre, every 
medical discipline is represented. We have re- 
habilitation nurses, physical therapists, occupa- 
tional therapists, social workers, psychologists, 
recreation therapists, work evaluators and 
vocational counsellors. We have a shop for 
manufacturing artificial limbs and braces. Our 
aim is the total rehabilitation of the individual, 
whatever his disability. 


But then the person is discharged and goes 
back into the community where he came from. 
His real rehabilitation begins at the time of dis- 
charge. This is what the rehabilitation worker 
has been trying to do: to prepare the person for 
rejection and ostracism, to prepare him to cope 
with feeling incompetent and inadequate in the 
face of public attitudes and misunderstanding. 
To accept the possibility that he or she may 
have to find a whole new group of friends. 
Those in wheelchairs have to learn to accept 
their low posture which forces them to look up 
each time they talk to someone. They must get 
used to living in a society of insurmountable 
obstacles and architectural barriers and the dif- 
ficulties of public transport. For others, there is 
the fear of embarrassment of a leaking catheter 
or an involuntary bowel movement. There are 
the feelings of inadequacy, diffidence and lack 
of confidence that his or her mate is not receiv- 
ing sexual satisfaction. This is a vital part of a 
disabled person’s adjustment to disability and 
underscores the importance of counselling and 
instruction in new ways of sexual living. 


Then there is the matter of finding employment 
that is adjusted to the person’s particular dis- 
ability. It means being denied a job for which 
you are otherwise qualified because of a physi- 
cal disability. There are many agencies which 
serve the disabled, but they do not hire many 
of them. The United States is dealing with 
the problem very forcefully now, requiring 
employers to make reasonable accommodations 
and accessible premises for persons with dis- 
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abilities. Being disabled also means facing up 
to the fact that some colleges and universities 
discriminate against you. It means living with 
the precarious hope that some day, medical 
science may be able to restore your physical 
functions.. Finally, being disabled often means 
being treated as a non-person. 


What does all this say to you and me? It is not 
an easy question to answer. We are talking 
about human relations, about individuals who 
are different—in age, in type of disability, in 
sex, ethnically; people with different sets of 
values. 


To answer this question, let me suggest that 
we first know ourselves. What are our am- 
bitions? Our goals? What are our tolerances 


15 


and our prejudices? Can we stand to face 
people who are severely damaged or in crisis? 
Do we tend to become so emotionally involved 
that we hurt ourselves and hurt the other per- 
son? What do we really feel when we see a 
thoroughly disabled, spastic, drooling child? 


May | also suggest that we do not stereotype 
people? Even today, when we speak of em- 
ploying the mentally retarded, it is common to 
say, ‘Oh, they cannot do anything abstract...” 
This is just not true! The next suggestion | 
would have in encountering the disabled is — be 
yourself. Be just the way you are when you 
meet the un-disabled. For example, | have 
lectured to hundreds of special education 
students. | speak to them at the same personal, 
gut level as | am doing now. Once one of those 
students asked me, “If | met you at the super- 
market and was behind you at the cashier’s, 
what should | say to you?” | told her, “The 
same thing you would say to anybody else.” 
We are not freaks. | know | have a disability. 
Many people look upon it as abnormal. Some 
religious cults may consider a disability as a 
sign of punishment for past sins. But this 
simply should not be among Christians! | have 
lost my hands, but | am still the same person 
with the same drives, the same ambitions, the 
same desires, the same feelings as anybody 
else. This is true for all disabled people. 


Be empathetic and yet objective. Bill Watty 
told us about the ailing parishioner whom he 
had visited and who recovered, got up and 
walked. | am sure his healing presence had 
something to do with it. He was empathetic 
and still, objective. He reached her. | would 
say this to all professionals, that if you establish 
a relationship with a patient which disturbs you 
so much that it keeps you awake at night, you 
should turn that person over to someone else 
because eventually, you are going to hurt 
them. | have been reading a paper by a psy- 
chiatrist who has been working with severely 
damaged people for the past 30 years. He 
speaks of the professionnals who serve these 
people and the damage they can inflict because 
they themselves have lost their empathy and 
become emotional and angry, feeling threat- 
ened. 


We must be able to risk our emotions, especially 
as Christians. We have to take this risk because 
of the difference we could make to someone 
else. In the United States, for instance, we 
have lost the ability, or the art or the will, to 
touch people. We are afraid to, because 
touching has become so sexually-oriented. Yet 
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this is part of risking your emotions—a touch 
can heal. So do not be afraid to touch people. 
Be observant, be consistently sensitive. Look 
at people! Be a listener. Do not be nice to 
somebody just because he or she is disabled. 
That is paternalistic and they can tell. | some- 
times tell therapists to take 15 minutes out of 
their half-hour sessions with a patient and, in- 
stead of putting them through their exercises, 
just sit down and listen. People in hospitals are 
lonely and dependent and often they are afraid. 
Listening to them is a way of healing. Be 
consistent—do not treat a person one way 
today and another way tomorrow. You may 
not feel the same way every day so it’s hard to 
be consistent, but the disabled person is aware 
of this too. Be imaginative and be creative. 
There is always more than one way to solve a 
problem. Maybe your church can serve the 
function of being a place where disabled 
people can meet socially; maybe it can start 
some Creative, imaginative programmes in your 
community. How can you get the disabled to 
come to church? In any community, 10% of 
the people are disabled in some way and many 
of them are in wheelchairs. What can you do 
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about them? You can build a ramp or fix up a 
bathroom for them, but that is not creative. 
Anybody can do that. 


After my accident, | was in the hospital for 
almost nine weeks. There was never a doubt in 
my mind that when | returned home, | was still 
going to be John Steensma —a son, a brother. 
My mother told me, “John, you’re home now. 
| know you need help, but you are going to be 
independent. We are not going to coddle you, 
but we'll love you.” | knew my neighbours and 
my friends would accept me. Even before | had 
my prothesis, one of them came and said, 
“John, how about going on a double date 
tonight? I'll drive.” | did not want to go, but | 
did. That was back in the days of chivalry too, 
when men still opened doors for ladies and held 
their coats. | was ahead of my time. 


Helen Keller once said that “the person who is 
severely impaired, never knows his hidden 
sources of strength until he or she is treated 
like a normal human being and encouraged to 
shape his or her own life.” Here is another quo- 


tation | would like to share with you: “Even the 
most severely disabled people retain an inde- 
fatigable conviction that they are still human in 
all that is ultimately necessary.” 


There will always be problems wherever there 
are human wills and emotions, different per- 
sonalities and varying degrees of emotional and 
spiritual desires. How we work out the differ- 
ences is what counts. 


We cannot and should not even attempt to pre- 
determine the potential of any _ individual. 
For the severely disabled, the mere fact of living 
and being dependent is difficult. However, we 
should be able to provide the sympathetic 
understanding which recognizes this depen- 
dence while at the same time, gently guiding 
him or her back to independence. This requires 
tact, sympathy, sensitivity, wisdom and the 
imagination to recognize the person's potential 
which he or she may not even know. We must 
see this unlimited potential. This is not ideal- 
ism. It is reality. 


CMC NOTES 


Known and feared since biblical times, leprosy 
still today is responsible for a great deal of 
physical impairment and disability in devel- 
oping countries. The following recommen- 
dations on “The Human Aspects in the 
Treatment of Leprosy Patients” were sub- 
mitted to the XIth International Leprosy Con- 
gress, held in Mexico City in 1978, and were 
subsequently adopted by the _ International 
Federation of Anti-Leprosy Associations (ILEP) 
at its thirteenth General Assembly, held in 
London in June 1980. 


Recommendations 


To encourage further investigation and to carry 
out the basic principles, (see ref. 1) it is particul- 
arly necessary: 


a) To organize a research centre and/or referral 
library, to collect a bibliography of all publi- 
cations on social aspects of leprosy patient 
care, and to make these available to those 
interested. 


b) To inform on a continuing basis and with 
discernment, every section of the population, 
especially in areas and countries where leprosy 
is endemic, utilizing mass media about the 
leprosy problem and its social aspects, where 
possible in the context of general health edu- 
cation, in order to facilitate the acceptance of 
leprosy patients. 


c) To produce articles, TV and radio features, 
as well as booklets in different languages on 
the human aspects of leprosy. 


Wherever false concepts are being propagated 
in the mass media, the concerned organizations 
must contact the authors, request the with- 
drawal of any misleading ideas and offer in 
their place the accepted facts of the disease. If 
necessary, a public protest may be made, utiliz- 
ing the same media. 


d) To organize in endemic areas and countries 
regular courses in schools, universities, medical 
schools, etc., not only on the medical aspects 
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of the disease, but also on its historical, social 
and economic aspects, pointing out the neces- 
sity for humane treatment of the patients. 


e) To train in social aspects (by courses, con- 
ferences, seminars, etc.) the personnel engaged 
in case-finding and working in health centres, 
hospitals or other services, and to engage 
qualified social workers, especially for import- 
ant projects. 


f) To bring to the notice of everybody con- 
cerned (especially social, medical, commercial 
and pharmaceutical agencies) these important 
aspects of leprosy programmes; in particular, 
to encourage investment in research and devel- 
opment, and lower prices of anti-leprosy drugs. 


g) To awake the conscience of governments 
to provide all facilities for the production of 
anti-leprosy drugs and equipment, and where 
necessary to waive customs duties and other 
formalities connected with the import of these 
drugs and equipment. 


h) To draw the attention of intergovernmental 
organizations such as the UN, WHO and ILO, 
international non-governmental organizations 
such as ILA, and ILEP, as well as governments 
and private organizations, to the need for a 
concern for the social and human aspects in 
the treatment of leprosy patients, as outlined in 
this report, taking into consideration §re- 
commendations and guidelines already adopt- 
ed. To achieve these objectives, it is essential 
that all these agencies act together in close 
cooperation. 


Reference 7 


Basic Principles for the humane treatment 
of leprosy patients 


Health education, both general and specific, 
must be the basis of all rehabilitation. 


A natural and empathetic approach to the 
patient is required to reduce psychic trauma 
and loss of identity to the minimum. 


Hospitalization should be for short periods, 
each with definite objectives. Long-term treat- 
ment should be interrupted by periods at home 
from time to time, to avoid long separations 
from the family. 


Much time should be spent by the team in in- 
structing the patient in the care of his hands and 
feet and the prevention of injuries. 
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The approach to rehabilitation should not be 
confined to one channel, such as sheltered 
industry or domiciliary employment, but all 
efforts should be made to find out the type of 
rehabilitation most suited to the country, the 
environment, the patient's aptitude, skills and 
social status, and the available funds for capital 
costs per work place. 


The work of the Appropriate Health Re- 
sources and Technologies Action Group 
Ltd. (AHRTAG)—a non-profit organization 
established in 1977 with initial financial support 
from WHO-—was described in CONTACT 
No. 45. AHRTAG’s aim is to “advance the con- 
cepts of appropriateness in health care, with 
particular emphasis on alternatives to high- 
cost, high-technology, hospital-based medical 
practice”. 


As a contribution to the 1981 l1YDP, the Appro- 
priate Health Resources and Technologies 
Action Group has set up a unit which will help 
to spread information on disability prevention 
and rehabilitation among interested organ- 
izations. 


The main aims of the unit will be to: 


@ gather information on appropriate tech- 
niques for disability prevention and rehabili- 
tation 


e investigate and assist the development of 
locally produced, low-cost technical aids 


e develop and distribute training materials 


@ provide enquiry and liaison services and 
produce a newsletter to help with this 


@ examine the possibilities of incorporating re- 
habilitation projects into primary health care 
programmes. 


With a wide selection of training materials and 
other data and the capacity of disseminating 
this information both at community level and 
nationally within primary health care pro- 
grammes, AHRTAG is well equipped to provide 
the above services. 


The unit will form part of the continuing ex- 
pansion of AHRTAG’s services. Further infor- 


mation on the Disability Prevention and Re- 
habilitation Unit can be obtained from: 


Ann Darnbrough, or Arna Blum 
AHRTAG 

85 Marylebone High Street 
London W1M 3DE / UK 
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Of interest to health workers involved with 
groups or individuals, teaching and training, is 
a series of short Overseas Communication 
Courses conducted at Selly Oak Colleges, 
Birmingham. 


Many health workers have found this education 
and training in Christian communication, par- 
ticularly relating to developing country needs 
and people’s participation, extremely helpful to 
their work in community health care, primary 
health care, family planning, agricultural exten- 
sion, communicating with illiterate people, and 
in the use of local resources for learning and 
teaching materials. 


Short courses scheduled at Selly Oak for the 
remainder of 1981 include: 


23-25 March or 25-27 June 
Communication 


26-28 March or 29 June-1 July 
Adult Teaching and Training Methods 


30 March-1 April or 2-4 July 
Communication and Visuals 


2-4 April or 6-8 July 
Visual Production: a) Using. Local Resources, 
or b) Using a Camera 


Selly Oak also offers a full-time Communication 
Training Course, beginning in October 1981 
and ending in April 1982. 


Further details can be obtained from: 
Rev. Denys J. Saunders 


Selly Oak Colleges 
Birmingham B29 6LQ / UK 


NEW PUBLICATIONS 


A reprinted version of CONTACT No. 46, “The 
churches take a new look at the contributions 
of people with disabilities...in the search for 
their liberation from isolation” is now available 
after being out of print for some time. 


coe ae 


All those living and working with disabled 
people in developing countries will be happy to 
learn that an excellent manual on Rehabilitation 
and Disability Prevention in the Community, 
entitled “Training the Disabled in the Com- 
munity” has been printed in an experimental 
edition by WHO, which plans to make it avail- 
able in 1982 after some further field testing. In 
view of its potential usefulness in the effort to 
deal with and prevent disability, CONTACT will 
advise readers of the manual’s availability when 
it is released. 


The manual divides rehabilitation into six com- 
ponent parts (and booklets), each dealing with 
one major function or disability; moving, 
seeing, hearing and speaking, learning, fits, 
and strange behaviour. Each booklet describes 


the disability or function, includes evaluation 
sheets and information dealing with rehabili- 
tation in relation to such activities as breast 
feeding, communication, play activities, 
schooling, social activities, daily tasks, job 
placement and mobility training. Each bookiet 
forms a training package which can be used by 
lay persons such as a family member or friend, 
or disabled persons themselves. At the same 
time as rehabilitation, the manual deals with 
disability prevention in the community. 


CW 


Meeting the Basic Needs of the Rural 
Poor. The Integrated, Community-based 
Approach. Editor Philip H. Coombs 


Various facets of rural development, including 
health, education, family planning, nutrition, 
family food production and industry, are 
covered in the nine evaluative case studies 
reported in this book. All these programmes, 
studied by the International Council for Edu- 
cational Development (ICED) in partnership 
with local researchers, are experimenting with 
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an integrated, community-based approach to 
meeting the basic needs of rural families. Some 
are government programmes, some voluntary 
agency ones; all are in Asia. 


“Meeting the Basic Needs of the Rural Poor” is 
intended to provide practical lessons and guid- 
ance for planners and operators in developing 
countries and external assistance agencies, as 
well as useful training materials for rural devel- 
opment. 


Price: 
15.00 (regular mail included, air mail extra) 
12.00 for orders of 10 or more copies 


Inquiries and orders should be directed to the 
publisher: 


ICED PUBLICATIONS 
PO Box 217 

Essex, CT 06426 

USA 


Notice to CONTACT Subscribers re address 


changes 


When advising us of any change or correction to 


your address, please do not forget to send us one of 
our old mailing labels on which your old, or incorrect, 
address appears. This makes updating/correcting 
your address a much easier task for us. Thank you. 
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